Introduction
Asian immigrants to the United Kingdom are known to be at risk of developing osteomalacia or rickets. ' 29-7 ng/ml, 3-0-63-1 ng/ml) were significantly higher than in both age-matched and sex-matched migrant Asians in Britain sampled in the spring (median nmol/l, range 1-5-100-0 nmol/l; 6-6 ng/ml, < 1-0-40-0 ng/ml) (p < 0-001)andinunmatchedmigrantAsianssampled in the autumn (median 23 nmol/l, range 1-5-82-0 nmol/l; 9-2 ng/ml, 0-6-33-0 ng/ml) (p <0-001). Only one indigenous Pakistani had an abnormally low concentration (7-5 nmol/l; 3-0 ng/ml). She was a 24-year-old city dweller noted for strict observance of purdah and who described her occupation as "housework." Indigenous Pakistani women had lower serum 25(OH)D concentrations (67-3 ± 28-3 nmol/l; 27-0±11-3 ng/ml) than the men (82-3±27-5 nmol/l; 33-0±11-0 ng/ ml) (p <0-02 The principal source of vitamin D is ultraviolet light, and several factors may be implicated in the causation of the lower 25(OH)D concentrations seen in migrant Asians. The move to a more northerly latitude will restrict the availability of ultraviolet light,11 as will the greater cloud cover and air pollution in Britain.12 The screening effect of pigmented skin may be more important when the supply of ultraviolet light is attenuated,13 and the effects of a move from a hot to a cold climate should not be underestimated, since there is less incentive to go out in the sun in Britain.14 It is frequently stated that the Asian preference for a secluded life style and the female obligation to cover the skin adequately on leaving the house contributes to their low serum 25(OH)D concentrations, and there is some biochemical evidence to support this claim.15 Our finding of lower 25(OH)D concentrations among indigenous Pakistani women compared with the men presumably reflects the widespread observance of purdah, but the intense source of solar ultraviolet light available in Pakistan nevertheless is enough to maintain normal 25(OH)D concentrations in most of the women. On migration to a country with a restricted availability of ultraviolet light Asians do not change their cultural practices in a way which compensates for this disadvantage, and the ambient 25(OH)D concentrations are consequently lower than in their home country. Osteomalacia and rickets do occur in India under certain environmental conditions,1 but our results suggest that this does not indicate a suboptimal vitamin D state in the population as a whole.
It is debatable whether exhortations to the Asian community to increase their exposure to the sun will prove an effective prophylactic measure against vitamin D deficiency. Disappointing results of such a policy have been obtained in Rochdale,2 and there are moral objections to a campaign which actively encourages changes in the cultural practices of migrants which are related to deeply held religious beliefs. Cultural change may hold the key to the long-term reduction of this environmental problem, but perhaps we should allow "natural adaption" to take place without enticement. In our opinion, the only way to guarantee a rapid improvement in the vitamin D state of the Asian community is to provide extra vitamin D. The most efficient way is by supplementation.3 16 We 
Methods
The health authorities of all industrialised countries in Europe and North America who notified the WHO of imported cases of cholera were asked in each case to fill in a questionnaire covering both personal data (age, sex, nationality, country of residence, destination, purpose and duration of the journey, and previous vaccination) and specific information about the cholera (presumed place of infection, clinical course). Only those cases that were confirmed microbiologically and were imported after infection abroad are included here. Only the health authorities of Spain and Yugoslavia failed to reply.
Results
Between 1975 and 1981, 129 cases imported to European countries or to North America were detected. Of the 117 patients on whom complete data were available 51 (44%) were citizens of industrial nations. Of these, 34 went to the endemic area for a holiday, six for a visit, and seven for professional reasons; in the remaining four the purpose of the journey was unknown. Thirty per cent of this partial population stayed in the endemic region for less than a week, and 88% for up to one month. Foreign workers living in industrial countries who returned after a home leave in their native countries accounted for 44 patients (38%), while 22 persons (19%) were immigrants, refugees, or tourists from endemic areas.
